Dr. Furnas:
The first patient is a 60-year-old woman who had a bilateral upper and lower blepharoplasty 20 years ago (Figure 1) . Postoperatively, the left lower lid was too low and she went back to the same surgeon who operated on the right side. Now she is complaining of tearing and irritation in both eyes. Of particular concern to her is that her mascara runs. She complains of having to keep her head down to hide this when she is photographed. Dr. Metzner, how would you analyze this problem? Dr. Metzner: Her eyes are irritated and tearing because they are drying; it is just evaporation. She is getting reflex tears produced by the lacrimal gland. I see lower-lid retraction and scleral show. She has a desirable upward slant from the medial to the lateral canthus. She has skeletonization of both lower orbital rims. May I assume she has also had a face lift?
Dr. Furnas: Yes, several.
Dr. Metzner: She seems to have upper-eyelid ptosis, worse on the right than the left, and a high supratarsal fold, which I know is not our subject. But it may be that, for overall aesthetics, if you are successful in getting the lower lids up, you may also want to correct the ptosis so that the palpebral fissure is not too narrow. I hope that she has not had a midface lift because I think that a midface lift might be the best way to deliver, by mobilization, more soft tissue to the lower eyelids, take the weight off of them, and allow them to come up. You would obviously have to support them with firm long-term fixation, anchoring to the temporal fascia in the lateral face. I prefer anchoring the deep cheek soft tissue to the temporal fascia as part of an endoscopic forehead lift.
Dr. Furnas: Where would you make the incisions and dissect the plane?
Dr. Metzner: I would make a subciliary incision, elevate skin off all the pretarsal orbicularis and much of the preseptal orbicularis oculi muscle, and then dissect beneath the muscle to the orbital rim. I do my midface lift in a supraperiosteal plane. I would dissect inferior to the malar bone. I would finish with a digital separation into the upper gingival sulcus, and that would mobilize all the soft tissue of the cheek. I would then anchor with a deep Panacryl suture (Ethicon Inc., Somerville, NJ) and secure that to the temporalis fascia.
Dr. Furnas: So you would be doing superficial-temporal fascia and subcutaneous-to-deep temporal fascia?
Dr. Metzner: I would be suturing the deep soft tissue of the cheek to the superficial layer of the deep temporal fascia or temporal fascia proper (either term is acceptable). Then I would develop an orbicularis oculi muscle flap of Dr. Wolfort: I think that she has the symptoms you described because of the ectropion. I would do a component separation of the lower lid. I think the problem is in her posterior lamella; it is probably contracted, and the lower-lid skin is vertically shortened. Her upper lid still has some excess skin that could be used for a laterally based skin-muscle flap that could be brought down into the lower lid to release the vertical lower-lid shortening and correct the ectropion. It is a tedious operation, but I believe component separation of lamellae and skin muscle flap to lower lid would be effective.
Dr. Iliff: While she may have midlamella fibrosis, the photograph suggests inadequate lower-lid skin. A midface lift or orbicularis sling may be helpful; however, a skin graft has to be kept in mind as an effective and reliable alternative.
The next patient is a 56-year-old woman with a previous blepharoplasty (Figure 2 ). The right lid sags. Although there was no exposed cartilage, 2 auricular cartilage grafts had been placed to support the lower lids. We do not have a lateral view or exophthalmometry, but you can see the differences in the globe prominence. She had recent cataract extractions and she was referred by an ophthalmologist because she was complaining of tearing discomfort. She has the same symptoms as the previous patient.
Dr. Wolfort: I do not know how much support the auricular cartilage 5 8
Volume 22, Number 1 P a n e l D i s c u s s i o n the lateral portion of my subciliary incision and advance the flap to anchor it to temporalis fascia just lateral and superior to the lateral canthus. I have found this double fixation to be very secure. Dr. Iliff: I do not think her symptoms are related to her cartilage. Historically, cartilage has been popular, at least among the oculoplastic practitioners, for elevating lower lids in patients with thyroid disease. It works reasonably well from the point of view of pushing the lids up. It does not work particularly well from an aesthetic point of view because it is hard to keep it flat, and it is hard to keep it from changing. Auricular cartilage has been more popular because ophthalmologists felt more comfortable harvesting it than nasal septal cartilage, but nasal septal cartilage would certainly also work well.
I have used auricular cartilage for this purpose dozens of times, but I have never seen irritation from the cartilage as shown in this patient's photographs. This diffuse irritation would not be seen with a lower-lid implant problem. The irritation would be more localized inferiorly. We are somewhat handicapped without microscopic evaluation.
Dr. Furnas: Are you speaking of her cornea now?
Dr. Iliff: Yes, her cornea and the inferior aspect of the globe.
5 9 Secondary Lower-eyelid Surgery P a n e l D i s c u s s i o n Auricular cartilage grafts are prone to warp and deform in eyelids as they do in nasal surgery.
-Francis G. Wolfort, MD 
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If the patient has a poor blink, there is nothing that can be done about it, and he or she is more likely to have problems after blepharoplasty.
-Nicholas Taylor Iliff, MD talk to you. Do not get the patient to fix on something. Many patients will blink about once every 30 seconds or once a minute. It is good to keep this in mind when you evaluate someone before blepharoplasty. If the patient has a poor blink, there is nothing that can be done about it, and he or she is more likely to have problems after blepharoplasty. So this is another thing to look for, in addition to the ability of the lids to achieve closure.
I think this person probably was getting along fairly well until she had cataract surgery, and then she started having trouble.
Dr. Furnas: Yes, that is true.
Dr. Iliff: Although I do not think the grafts are the problem, I have personally gotten away from using cartilage grafts on lids because it is difficult to get them to remain fixed in the shape you want. They tend to get a little fibrosis around them. Then they will wrinkle or fold, or you will see a prominent edge, and they will require repeat surgery. I have been using Medpor implants (Porex Corp., Fairburn, GA) for the past year or so, and I have been quite pleased with them. You do not have the donor site problems and you can shape them as you wish.
I think this patient's lid position is not great but acceptable. I think the grafts look satisfactory. Bringing her lids up a bit more could be considered, but I would be willing to bet that her symptoms would not improve. I agree that releasing her capsulopalpebral fascia could be considered. An easy way to test that is to put your finger in the middle of the cheek and push up until the skin wrinkles. Then take your other finger and push up on the lid margin, and see if it goes up. If it does not go up easily, then you have a midlamellar contracture, and the capsulopalpebral fascia is too tight.
You can feel a little more encouraged that surgery deep in the lid, to release any restriction, might be of value if you hold the skin up and the lid does not move up readily. You want to be able to freely push the lid up past the center of the pupil. If the deeper tissues are not the problem, then you have to consider a midface lift to give her more skin, or a skin graft flap, which were the 2 procedures suggested for the first patient.
This particular patient would need a lot of work with lubricants and drops. I am pessimistic that bringing her lids up another millimeter or doing anything to that implant would improve her symptoms.
Dr. Furnas: How much experience do you have using Medpor implants in the eyelids?
Dr. Iliff: I have limited experience. I have done half a dozen patients-that would be 12 implants-and I have been pleased with how they go in and how they look. It is a thin implant, and it must be deep to the orbicularis. It has to be well covered by vascularized tissue, superficial to the conjunctiva. You could go through the conjunctiva, but I use a subciliary incision. I dissect anterior to the orbicularis until I get to the bottom of the tarsus. So I go immediately beneath the skin for about 4 or 5 mm.
At the inferior border of the tarsus, I dissect to the conjunctiva and release all the contracture-both the septum and the conjunctiva are released. With the lid retracted, I will release everything off the conjunctiva inferiorly until the lid seems completely free. That is usually going to be inferior to the level of the inferior rectus muscle insertion into the fascia. I extend my dissection to at least the inferior fornix, in general, and go about 2 or 3 mm inferior to the fibers of the inferior rectus insertion.
I then allow the lower-lid retractors and septum to fall inferiorly. I trim the top of the implant rather than the bottom, so that as the implant curves around the globe, the inferior portion of the implant will sit on the retractors at about the level of the orbital rim or just above it. It is necessary to trim the top of the implant so it follows a smooth line along the bottom of the tarsus.
I have the patient look straight ahead and adjust the lid at the point I want, which is usually about a millimeter above the inferior limbus. Then I suture the implant to the inferior border of the tarsus using 6/0 Mersilene (Ethicon Inc., Somerville, NJ) with a small needle so I do not make a big hole in the tarsus or in the implant. I might put in 1 or 2 tacking sutures to make sure the implant does not slip off the retractors because I will use a traction suture on the lid overnight, just to hold the lid up so it does not fold inferiorly. I am presuming the tissue will stick to the implant. I want to avoid the possibility that the bottom of the implant might flip forward and position itself over the rim.
One problem we are trying to solve with Medpor is that it holds the lid up so well that when the patients look down, they look behind the lid and complain that it blocks their vision, especially in reading. I think that this is a technique-related problem, and it is a result of adhesion of the inferior portion of the implant.
Dr. Furnas:
The third patient is a 59-year-old man who presented with entropion and after undergoing entropion correction and bilateral lower blepharoplasty about 6 months ago he now has ectropion (Figure 3 ). He could not completely close his right eye and had symptoms of irritation and tearing in both eyes.
Dr. Iliff:
The entropion may be caused by 2 or 3 factors. The capsulopalpebral fascia plays an important part in holding the inferior border of the tarsus posteriorly against the globe. It is a part of the fascia that stretches and allows the bottom of the tarsus to roll out away from the eye. Horizontal lid laxity is another factor.
When you start out with an unstable lid, operate on it, and do not appropriately increase the stability, the lid can go in the other direction. So if you have an unstable lid and do anything to tighten the anterior lamella (such as a blepharoplasty), the margin will roll outward. In the oculoplastics community, the favorite procedure for repair of entropion is to do a subciliary incision to reattach the retractors to the lower lid and suture them to the inferior border of the tarsus. At the same time, the lid is tightened laterally. This patient probably had a little bit of skin removed and maybe not quite enough tightening laterally. The combination has caused his lid to evert. He has problems with both eyes, and you can see that his left eye is red and irritated as well. But on the right, you can see how it turns out when he blinks. That is a very unstable lax lid that, with a forced blink, turns outward.
What I would do here is a subciliary incision, then a lateral tarsal strip procedure to tighten his lid. After you release the skin, the lid will come to a normal position. Then you have to decide whether or not he has enough skin to allow you to just tighten the lid and do nothing else. I doubt that he has enough skin. If you look at this picture, the distance between his inferior limbus, which is where that lid margin should be, and his lashes, is about 5 mm. If you are able to do a subciliary incision and tighten his lid laterally, you are going to have about a 3-mm gap. If you feel that you could just tighten that lid enough to close that gap, I think you would be wrong. You would be trying to support his cheek by his lid and it would not work. You could consider supporting his cheek with a midface lift, but I would say that the best 6 2
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Dr. Furnas:
The last patient is a 45-year-old man, who had blepharoplasty 5 years ago (Figure 4 ). He has this strange fold on the lower lid, not to speak of his upper lid, as you can see in Figure 4 , B. He has been told this will mature-"…just massage it, and it will go away"-but this photograph was taken a year after surgery. 
